inherent ability to obtain financial support, and their command of the needed resources of manpower and equipment.
Three factors are of major importance in the present challenging situation. First, medicine in the past 60 years has become very effective in preventing illness and curing disease, resulting in a marked increase in the public demand for more services. Second, the tremendous increase in scientific knowledge has made medicine more complex, encouraging a marked increase in specialization and subsequent fragmentation of the total care delivered to each individual. And third, modern scientific medical care has become extremely expensive.
The challenges therefore involve the more efficient and effective use of health manpower; the organization of delivery systems that coordinate specialist services into a comprehensive whole for the patient and family, and new financial mechanisms that will make available health services to all who need them without reference to economic status.
Ambulatory medical care was always a principal concern of Dr. Weinerman's because of its importance as the main vehicle for delivering health services. The outpatient clinic services in the teaching hospital became his first challenge at Yale. In 1965 he said, The problems and promise of hospital-based outpatient services reflect the major social and scientific trends of the times. If multiple and complex contradictions remain unsolved, if work loads and deficits both rise, if town and gown fail to find a better modus vivendi, if academicians and administrators continue to guard their independence while deprecating their interdependence, if the models for good service and for good teaching are not differentiated and if new social policy regarding responsibility for medical care is not adopted-then indeed the outpatient department may well become the epilogue to a long history of the futility of the poor-relief approach to social problems. (58) From this conclusion he proceeded to provide innovations so that the ambulatory services of the teaching hospital would become incorporated into the epicenter of medical care and medical education.
The administrative reorganization of ambulatory services at Yale-New Haven Medical Center was undertaken first. A single Director of Ambulatory Services was given the responsibility and the authority to coordinate the objectives of service, education, and research. The "vertical" authority for medical policy making was vested in the specialty departments through representatives on an Ambulatory Services Council, and the "horizontal" administrative coordination and implementation responsibility rested in the Office of Ambulatory Services. This new office represented the overall medical center, had departmental status with an open line to the Dean and Hospital Director, and combined under a unified direction the outpatient clinics, the emergency service, the personnel health service, and the privatereferral service of the University faculty. (49)
With a physician director, a hospital administrator, a supervisor of all ambulatory nurses, and a clerical supervisor it became possible to initiate changes. Problems of fragmentation, poor communication, duplication, and inter-departmental conflicts were considered. A monthly data collecting system was established for ongoing operational evaluation and planning. (69) The subdivisions of the office were given "unit management" (i.e. the emergency service, personnel health service, the general and specialty clinics, and the office of professional services), and increasing order began to appear, though the results were far from perfect. Some of the positive products of this administrative reorganization were the following: (1) more rapid and planned physical improvement of the 14 outpatient clinic areas to eliminate the "basement charity clinic" atmosphere; (2) central typing pools for improved communication with referring physicians; (3) better scheduling of clinic appointments; (4) more appropriate and flexible staffing of the clinics; and (5) clear role definitions of personnel so that clerks did most of the clerical work, nurses spent more time in patient care, and physicians dealt mainly with medical problems.
The emergency service crisis next received Dr. Weinerman's attention and led to a series of research studies in an effort to evaluate the problem.
(55, 56, 59) As was found in emergency rooms across the country, there was a steady increase of approximately 10% each year in the patient visits to the emergency service. Analysis revealed that 60% of these visits to the emergency service were for non-urgent complaints by patients who could not get these primary care services from the private health care system of the community, for a variety of reasons. It was clear that this would persist until rational, city-wide health care delivery mechanisms were developed in the community. Short term interim solutions to this emergency service crisis were attempted under Dr. Weinerman's leadership. The physical plant of the emergency service was modernized and well equipped for more efficient operation. A strong clerical administration was developed to relieve the doctors and nurses for more patient care services; bilingual "community relations workers" were hired for almost all shifts to act as patient expediters, family communicators, and interpreters; and social service workers became an integral part of the emergency service team. A "triage system" was developed to sort the patients into urgent and nonurgent priorities, identify their acute problems, and make a referral to a more appropriate resource of the hospital or community if indicated. (55, 56) As the number of patients increased and the referral resources became inadequate, more innovations were required.
Dr. Jerome S. Beloff, the Director of Emergency Services, Herbert Paris, Administrator for Ambulatory Services, Dr. Weinerman, and the staff were forced to consider other alternatives. At this point the concept was developed of extended emergency service facilities, like satellites, called "convenience clinics" for the nonurgent patients who came to the emergency service. In this way the limited facilities of the emergency service department could be used for all urgent and emergency problems, and others could be sent to nearby quarters away from the crisis area where their problems would receive appropriate attention. Therefore, the "triage" responsibilities were handled subsequently by an experienced emergency service nurse who sorted the incoming patients into urgent or nonurgent categories, and promptly assigned them to emergency service medicine, surgery, pediatrics or psychiatry, or dispatched them (with guide if necessary) to the medical, pediatric, or psychiatric "convenience clinics." These "convenience clinics," adapting to the demand patterns, operated from 10 a.m. to 10 p.m. daily, and were staffed to provide the primary care required. They also were a response to the increasing demand from working people for an evening clinic resource, which previously had been provided only in the busy, overcrowded emergency service itself.
Innovative progress was made in the gradual amalgamation of facilities for service to clinic and private patients. The rationale for these combined clinics involved more than the moral commitment to create one class of care for all people. While that hope did exist, the main objective was elevation of the quality of outpatient clinic care. Secondary objectives were to achieve optimum efficiency in the use of specialized staff and facilities, and to broaden the scope of the teaching program. To date, of the 75 specialty consultation clinics operating in 14 different areas of the Medical Center, 50%'o are now combined, with the primary difference between clinic and private patients perceived only in the business office where different sources of payment are sought. (58) To Dr. Weinerman, the response to the social challenge and need to develop new organizational patterns of health care delivery was a legitimate concern of the teaching medical center. (82) The medical care crisis now upon us is related to the wide gap between patient needs and health services that are available and accessible. This is in turn related to increasing specialism with its inherent fragmentation, accompanied by a changing emphasis in disease prevalence to chronic illness, and compounded by a health manpower shortage. Through Dr. Weinerman's stimulation under the direction of Dr. Beloff, and with the financial support of the OEO and later the PHS, a 180 Volu-nie 44, August, 1971 demonstration and teaching model of an experimental comprehensive care neighborhood health center was developed at Yale. (66,72) This Family Health Care Program, now in its fifth year, is one attempt to answer the need for a health care system that will bridge the gap between patient needs and available but fragmented health resources. The health care team, which consists of physician, public health nurse, and health aide, plus available consultants coordinates the efforts of medical and allied medical personnel to give continuing, personalized, comprehensive health care to multi-problem urban families.* Dr. Weinerman put great stress on the importance of the primary health team as the necessary source of access to the health system for patients in any type of delivery model. He felt that this source of first contact should be personal, have continuity and easy availability, and provide high quality preventive, curative, and health maintenance services. He believed the primary health team should consist of physician (family practice specialist or internist and pediatrician), public health nurse, and health aide, with readily available consultants in psychiatry, social work, health education, nutrition, and other medical specialties. (66) The techniques developed and lessons learned in the Family Health Care Program at Yale have been applied in neighborhood health centers locally and nationally, and have led to the development of health team and nurse practitioner experiments in the general medical and pediatric clinics of our hospital. The health team model has demonstrated more efficient use of health manpower, and has become an effective setting for the training of physicians and other health personnel for the delivery of comprehensive health services. (92) Another health team application that received strong support from Dr. Weinerman is the Continuing Care Unit of 20 beds, under the direction of Dr. Harold Willard. Patients are transferred to this unit of the hospital from the acute care wards when their medical or surgical needs have been stabilized. These patients require considerable rehabilitative services and well developed discharge planning for maximal return of function. This is accomplished by the coordinated services of a team of physician, nurse, social worker, rehabilitation technician and administrator. The carefully developed extra-mural component of the medical center's continuing care program involved affiliation arrangements among an array of hospitals, nursing homes, rehabilitation units, home health services, and special clinics in the New Haven area-seeking the creation of a functional continuum of long term care in the community. (80) Extending the concepts of the Family Health Care model to service programs in the community, three group health centers are underway simultaneously in the New Haven area-to be community owned and financed, and Yale-related and supported. One is a non-profit, comprehensive care, group practice, prepaid health center program sponsored by the labor-industrial segment of the community. This will be open to any group and will include some indigent families (possibly as many as 20%o) whose premiums will be handled through the State Welfare Department. Another 20 to 30 thousand member comprehensive care, group practice, prepaid health program nearing completion is the University Health Plan for students, faculty, employees and dependents of Yale University. The third is a neighborhood health center called the Hill Health Center, which is now in operation providing comprehensive child care services to a poverty community contiguous to the medical center. Arrangements are now underway for transfer of ownership to a community association and expansion to full family care. Specialty and hospital back-up services are provided in all these programs by the Medical Center. (80, 81) The innovations described above bear the clear imprint of Dr. Weinerman's efforts as the Director of Ambulatory Services and as Chairman of the Community Services Committee of the Medical Center. As Professor of Public Health and Medicine and Chairman of the section dealing with Medical Care research and teaching in the Department of Public Health, his influence was equally profound.
He approached his responsibilities for teaching of students with much enthusiasm, which accounted for his reputation among students as an outstanding teacher and advisor. Teaching innovations related to the principles of comprehensive medical care include the teaching component of the Family Health Care Program, described earlier. Giving student-physicians responsibility (under careful supervision) for the total care of several families as members of a health team over one year of time has produced a significant change in their attitudes and their behavior, as measured in objective tests with comparable controls. (92) At Yale the Department of Epidemiology and Public Health is an established department of the Medical School, as well as an accredited graduate school of Public Health. The M.D.-M.P.H. program has been developed to allow interested students to get these two degrees in four or five years. We now have five such medical students in the program. There are also a number of graduate M.P.H. students in Medical Care, doctoral candidates in Public Health, post-doctoral fellowship students, and residents in the specialty of Preventive Medicine, all of whom had important relationships with Dr. Weinerman.
B
In revising our medical school curriculum, a Track Program in Community Medicine is being proposed for the last 1y2 years of medical school which has had much conceptual input from Dr. Weinerman. It contains basic sciences, behavioral science, public health and medical care teaching seminars, a clinical ambulatory base in comprehensive care on a health team in the Family Health Care Program, experience on the Continuing Care Unit, considerable elective time for other aspects of clinical specialties, and a research thesis related to a problem in Community Medicine. Preparation for this major in Community Medicine already has been established in core courses in human ecology, epidemiology and biometry, and an introduction to medical care in the first year and a half, as well as a summer clerkship in community medicine undertaken after the first year of classes.
To summarize some of the innovative changes at Yale that Dr. Weinerman influenced in a major way, the following can be listed:
(1) Administrative reorganization of Ambulatory Services, raising this important hospital-patient care function from the status of "charity basement clinics" to one of partnership with the major clinical departments;
(2) meeting the challenge of the emergency service crisis through the concept of triaging patients into urgent and nonurgent categories, and then dealing with the increasing numbers of nonurgent patients in new ways, including extended emergency service "convenience clinics" operating in the evening hours as well as during the days; (3) the development of the concept of combined clinics where service and private patients are treated alike with one class of high quality care; (4) the experimental Family Health Care Clinic, demonstrating a model neighborhood health center, where techniques were developed to provide comprehensive coordinated health services to family units by means of health teams-making more effective and efficient use of health manpower;
(5) the Continuing Care Unit of the hospital with its extramural affiliations in the community for long term care; (6) the Medical Center affiliated group health centers in the community in the form of the Hill Health Center, the Community Health Care Center Plan and the University Health Plan; and (7) the consortium of teaching opportunities that were begun under Dr.
Weinerman's influence to develop future specialists well prepared to meet the challenges of the health crisis in community medicine. From this brief review, the impact of E. Richard Weinerman's creative leadership on the teaching, research, and services aspects of a major teaching medical center should be apparent. His almost 100 scientific publications and thousands of friends in the field attest to the productivity of this great health care leader and to the nature of his national and international influence. To be sure, the interests of Dick and Shirley Weinerman coincided with many of the basic concerns of society, and through their consistent efforts they left this a much better world than it would have been without them.
